A 65-year-old man with stage IIB moderately differentiated rectal adenocarcinoma, 6 cm from the anal verge on digital rectal examination, underwent ultra-low anterior resection with coloanal anastomosis and defunctioning loop ileostomy. The anastomosis was 4 cm from the anal verge.
At 1 week after discharge, the patient returned with mild anal pain and seropurulent anal discharge, but no fever. A gentle examination per rectum revealed disruption of the coloanal anastomosis. Computed tomography showed no pelvic or perianal collections. The patient underwent examination with flexible sigmoid-oscopy while under anesthesia. The colonic end of the anastomosis was noted to be lying 1 to 2 cm away from the proximal end of the anal canal muscles, but the tissue was healthy and not ischemic (• " Fig.1 ). The impression was that of complete coloanal anastomotic disruption with no pelvic collections. Under endoscopic visualization, a guidewire was inserted into the colon (• " Fig. 2) , and a 32-Fr Foley catheter was inserted over the guidewire (• " Fig. 3 ). The catheter balloon was inflated with 5 mL of air proximal to the colonic end of the anastomosis. Gentle traction was applied to the Foley catheter, which was taped to the patient's thigh for the first month to keep the colonic lumen open and drain any collections. Subsequently, for the next 6 months, the catheter was inserted after each monthly anastomotic dilatation but removed within 4 to 5 days. This ensured that the lumen remained patent and that any collections (mainly blood) following the dilatation could be drained. Gradually, the gap between the colonic end of the anastomosis and the proximal end of the anal canal healed with fibrosis, but with no side tracks (• " Figs. 4, 5) . At 6 months, the coloanal anastomosis had fully healed, and an index finger could be easily inserted (• " Fig. 6 ). Barium study confirmed the absence of anastomotic leak or stricture. The ileostomy was reversed without any complications, and the patient had reasonable bowel function. Current treatment options for coloanal anastomotic disruption include transanal repair of the anastomosis [1] , permanent fecal diversion, antibiotics, and/or drainage, depending on the size of the defect or the degree of sepsis [2] . Our method is less invasive and could be suitable in patients without pelvic abscess or sepsis. Further experience is needed.
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